Many problems associated with the premature infant seem to be less adequately appreciated than should be the case, particularly the importance of tube feeding. When this method of feeding is used, the infant is saved the expenditure of much energy, and exhaustion is minimized. I personally would always advocate the feeding of a small premature baby by tube, until it has reached a weight of at least 33 lb.
Dr. E. Virginia Saunders-Jacobs said she thought that it was important to look beyond the immediate cause of death, as shown by death certificates and post-mortem findings, for some underlying reason why any particular child lacked the stamina to survive.
She had recently m.ade an exhaustive inquiry into the neo-natal deaths in the Borough of Woolwich during one year, especially with regard to the home conditions and health of the expectant mothers.
Dividing the underlying causes of death into four groups, she had obtained the following figures: The first group, consisting of accidents to the infant and deaths following birth injuries, numbered 19% of the cases. The second group, comprising congenital abnormalities such as hydrocephalus, mongolism, and congenital heart disease, and including multiple pregnancies, numbered 28 -6%. The low vitality to be expected among such infants would account for their lack of resistance and death. The third group contained the premature infants, and those congenitally debilitated or marasmic, and numbered 47-6%. It was interesting to find that in nearly two-thirds of these cases the mother had suffered from some definite acute or chronic illness (such as pneumonia, diabetes, or heart disease) or had had an accident (such as a fall) during the pregnancy, or that there had been some obstetric abnormality (such as placenta-pravia). The remaining third included the cases which had moved and could not be traced, and in which therefore there might have been a similar history. The last group, namely infections in apparently normal infants, consisted of only 4 8% of cases of bronchopneumonia.
Thus the majority of these neo-natal deaths were primarily due to ante-natal causes. These were however, not necessarily preventable in our present state of knowledge, particularly in the case of congenital abnormalities. A reduction in neo-natal mortality could be hoped for by greater care of the expectant mother, and by further investigation of the factors affecting and modifying the development of the faetus.
The Prevention and Treatment of Atelectasis in the Newborn
Child: with Particular Reference to the Use of a New Inclined Receiving Table   By J. B. BLAIKLEY, F.R.C.S., and G. F. GIBBERD, F.R.C.S. IN a paper published a year ago, we drew attention to the work of Coryllos on the mechanism of expansion of the lung in the newborn infant. Coryllos points out that the walls of the collapsed alveoli are closely apposed and separated only by a film of moisture, so that there is adhesion between the surfaces; consequently the force necessary for initial expansion is greater than that required to maintain expansion during subsequent respiration, and we have found that this force must produce a pressure equivalent to 15 cm. of water. Coryllos also points out that the force inecessary for complete expansion of the lung in the normal infant is attained by forced expiration against a closed glottis as in crying, rather than by ordinary inspiration; in this way air is driven from expanded lung into unexpanded lung.
When the respiratory efforts are feeble a little viscid mucus in a bronchus will make impossible the already difficult task of aerating the corresponding area of unexpanded lung. Murphy in experiments on curarized cats has shown that it is not possible for them to inhale mucus and fluid into the lungs if they are placed head downwards on an inclined plane of 150 to the horizontal, that is in a moderately inverted position. Although this principle is applied in midwifery, and the practice of inverting the infant immediately after birth is very widely adopted, we do not think it is usually kept in this position sufficiently long, or that the importance of never allowing it to be in any other position during inspiration is sufficiently realized. It is important to attain the inverted position as soon as possible after delivery of the head, since the first inspirations are those which are liable to result in the inhalation of mucus and liquor amnii, making subsequent expansion difficult. For this reason there should be no unnecessary delay in the birth of the shoulders, particularly in the asphyxiated infant that is likely to make prompt inspiratory efforts. After completion of the delivery the infant should at once be held up by the feet, and if there is much mucus in the pharynx the cord should be immediately divided and the infant transferred to a suitably inclined receiver, where it should lie both during clearance of its airway with a mucus catheter and for some time after, for it is amazing how much mucus and liquor will sometimes run out of the mouth for several hours.
Although no special apparatus is really necessary, for hospital work we have had an inclined receiving table made for us by Mr. Tilly of Guy's Hospital Works Department (fig. 1 ). Such a table impresses nurses and students with the idea of the routine adoption of this attitude for the newborn infant. The receiver is simply a table of 12 in. width and 24 in. length, set at an angle of 150 with the horizontal. The lowest part consists of a hinged beadpiece which can be dropped still lower (fig. 2) as is sometimes convenient when it is necessary to intubate the trachea, the table is suitably padded and the infant wrapped in a warm blanket is kept upon it by the use of a broad rubber band around the foot of the table and the infant's legs.
It is possible that by the use of this simple procedure in the immediate management of the newborn, atelectasis in other than very premature babies can be avoided.
Since it is so important to avoid the aspiration into the trachea and lungs of mucus in the upper air passages, it does not seem to us that the use of a warm bath for resuscitation can be defended, for it is manifestly impossible to immerse the infant without keeping its head well above the level of its trunk, and therefore courting disaster from this risk. It is, we think, better to wrap it in a warm blanket and keep it upon an inclined receiver.
Atelectasis of sufficient degree to endanger life is not very common, but we think that when it occurs there is room for more vigorous treatment than is usually employed. Although a mixture of oxygen and .7% carbon dioxide given through a nasal catheter may be sufficient to cause respiratory movements of such depth as to expand the collapsed lung, only too often it fails. In these cases we. have latterly used a method of tracheal intubation and inflation of the lungs by positive pressure; we have described elsewhere the method and the simple apparatus used (Lancet, 1935 (i), 736) . The difficulties in the introduction of a catheter into the trachea and the danger of bursting the lungs have been sufficient deterrent to prevent the principle of inflation of the lungs by positive pressure being adopted at all widely. Both objections are greatly over-rated, and in fact we feel that there is greater danger of rupture of the lungs when expansion is produced by negative pressure applied to the chest-wall than when it is produced by positive pressure from within the lung.
The whole object of the method is to obtain that intrapulmonary pressure required for the initial unfolding of atelectatic lung. Experimentally, using lung preparations Fio. 1.
FIG. 2.
Disease mn 1207 On from fresh stillborn babies, we found that this istarted at a pressure of 15 cm. of water, but that to obtain anything like complete expansion a pressure of 20 cm. was necessary. Using intratracheal catheters of varying size, according to that of the child, we found that this pressure was obtained by delivering the mixture of oxygen and carbon dioxide at a pressure of 35 cm. in the catheter. The fall of pressure is, of course, due to the escape of gas past the catheter in the larynx. This forced ventilation of the lungs should be maintained for two or three minutes, and the pressure of gas should then be reduced for a few moments, before being raised again; there is no need, however, to simulate the rhythm of respiration. It is a mistake to leave the catheter in the larynx with the idea of replacing a nasal catheter, for gross cedema of the vocal cords will develop, so that it cannot be removed without -producing complete asphyxia.
We do not recommend that this method should be used indiscriminately. It is particularly suitable for, well-developed infants in whom the cause of the atelectasis is probably mucus, it is not so suitable for those babies, usually born by Ceesarian section, whose bronchi are filled with liquor amnii, but even in such *cases we have had successful results. In these cases there is often a froth in the bronchial tree which prevents proper aeration of the lung itself. It is ometimess possible, before starting insufflation, to aspirate mucus or liquor from the trachea, but we would emphasize that the important thing in ridding the pulmonary system of these lies in the adoption of the posture of partial inversion that we have been advocating.
